



	Area Inspected: 
	Date 1: 
	Satisfactory 1: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	10: 
	0: Off
	1: Off


	Unsatisfactory 1: 
	0: Off
	1: Off
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	9: Off
	10: 
	0: Off
	1: Off


	Satisfactory 2: 
	0: Off
	1: Off
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	Unsatisfactory 2: 
	0: Off
	1: Off
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	3: Off
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	5: Off
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	10: Off
	11: Off

	Comments or recommendations: 
	Name and locaiton of assigned office: 
	Telephone: 
	Name of Safety Representative: 
	Date 2: 
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